
  
 

 

FITNESS FOR DUTY 
 

 
Patient Name:  
Claim Number:  
 
Fitness for Duty Form 
This Fitness for Duty Form must be completed by your health care provider and submitted to WSP through Horizon via 
People Connection Service Request before you return to work. If you cannot access Horizon  
during your absence, you can send the form by emailing uspeopleconnection@wsp.com 

This section is to be completed by the EMPLOYEE 

Employee Name: Employee ID: 

Division: 

Date Leave Began: Return to Work Date: 

 

I understand that I cannot return to work without a release from my health care provider. 

Employee’s Signature: Date:  

 

This section is to be completed by the HEALTH CARE PROVIDER 

I have examined the employee named above and certify that this person is medically able to resume working on: 

                                                                     With No Restrictions 
This employee can return work:  
                                                                    With Restrictions (outline details below) 

If the employee is returning with restrictions, state in detail the employee’s restrictions and the duration of the 
restriction: 
 
 
 
 

Signature of Health care Provider:  Date: 

Name of Health care Provider (Print): 

Address of Health care Provider: 

Phone Number of Health care Provider: 

 

https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Femit.fa.ca3.oraclecloud.com%2FfscmUI%2Ffaces%2FFuseWelcome&data=05%7C02%7CDCS%40sedgwick.com%7Cd03f5c34fabc4c0b0ce808dc5a3176a4%7Cc2133cc5d9c24b6d8b3bdce7e1b4ac91%7C0%7C0%7C638484415695333400%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=v9QKPDgk4UxEjPNPA8gnL7GvG8DhWiC6nW1mqO4yQ7k%3D&reserved=0)
mailto:uspeopleconnection@wsp.com

